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j Abstract Background Research on the associa-
tion between paranoia and self-esteem has yielded
inconsistent findings. Some studies have indicated an
association between paranoia and low self-esteem,
while other studies have shown an association with
high self-esteem. A plausible explanation for these
inconsistencies is that self-esteem is unstable in
paranoid individuals. Method The association be-
tween instability in self-esteem and paranoia was as-
sessed in a general population risk set of 4636
individuals using logistic regression analysis. Re-
sults Self-esteem instability was significantly associ-
ated with the presence of paranoid symptoms (OR
1.27 95% CI 1.12–1.45) and not with other positive
psychotic symptoms (OR 1.09 95% CI 0.96–1.23),
adjusted for a range of a priori selected confounders.
Conclusion The finding of a specific association be-
tween unstable self-esteem and paranoia is in line
with a recent psychological model suggesting that
paranoid beliefs arise partly as a consequence of
dysfunctional efforts to regulate self-esteem.
j Key words paranoia – population – psychosis –
self-esteem
Introduction
Self-esteem is the focus of much research in
contemporary psychology and has become an
important focus of study in the context of psycho-
logical models of psychosis [1]. It can be described as
a favourable or unfavourable attitude toward the self
[2]. Low levels of self-esteem have been associated
with a number of psychiatric disorders, such as major
depression, borderline personality disorder and
schizophrenia [3, 4]. Self-esteem has also been
hypothesized to play a causal and maintaining role in
persecutory delusions [5–7].
Studies, which have investigated the specific
association between self-esteem and paranoid delu-
sions show inconsistent results. Whereas low levels
of self-esteem have been associated with paranoid
ideation, both in patients with psychosis [6, 8] and
in non-clinical samples [9–11], a number of other
studies demonstrated relatively high or even normal
self-esteem in paranoid patients [12, 13]. Candido
and Romney [12] assessed global self-esteem in a
group of paranoid patients, a group of depressed
patients, and a group of patients who were both
paranoid and depressed. They demonstrated high
self-esteem in the paranoid group, low self-esteem in
the depressed group and intermediate scores in the
group of patients who were both paranoid and de-
pressed.
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The above mentioned studies illustrate that self-
esteem is widely assumed to be a trait, suggesting that
self-esteem is either high or low, but essentially stable.
Some researchers, however, have suggested that self-
esteem may vary dynamically across time [14–17].
The simple distinction of high versus low self-esteem
does not sufficiently capture the role of self-esteem in
psychological processes. A more valid way of inves-
tigating self-esteem, therefore, may be to include not
only the level of self-esteem (SE level), but also SE
instability. SE level represents the person’s general or
typical feelings of global self-worth and self-liking,
whereas SE instability reflects the magnitude of fluc-
tuations that people experience in their immediate
feelings of self-worth [14, 18]. Individuals with
unstable self-esteem are found to be more emotionally
reactive to everyday events [19], react more strongly
to self-esteem threats [20], experience more depres-
sion when faced with daily hassles [21], and show
problems in psychological functioning [22]. Individ-
uals with high, but highly fluctuating, self-esteem
have an excessive tendency to attribute negative
experiences to external causes [19]. This last finding is
interesting, because this particular attribution style
resembles the abnormal style of reasoning about the
cause of events in individuals with paranoid delusions
[5, 23–27]. It is therefore attractive to hypothesize that
SE instability may be associated with paranoid
thinking.
Paranoid ideation as well as other psychotic
symptoms are not only present in individuals diag-
nosed with a psychotic disorder but also in a pro-
portion of non-ill individuals from the general
population [28]. Psychosis may exist as a continuous
trait or phenotype in nature, ranging from ‘‘normal-
ity’’ to clinical cases of psychosis [29–31]. Investi-
gating psychosis-like experiences in non-clinical
populations may constitute an interesting approach to
elucidate psychological mechanisms underlying the
psychosis phenotype in large-scale samples [32, 33].
This ‘‘cognitive epidemiology’’ approach may form
the foundation of a theoretical framework resulting in
more detailed hypotheses that can be investigated in
smaller samples. In the current study, a general
population sample was investigated at three points in
time (baseline, one year later and three years later). If
SE instability is truly associated with paranoia, one
would expect larger changes in self-esteem in subjects
with sub-clinical experiences of paranoia.
Methods
j Sample
Data are derived from the Netherlands Mental Health Survey and
Incidence study (NEMESIS), a longitudinal study of the preva-
lence, incidence, course, and consequences of psychiatric disor-
ders in the Dutch general population. Subjects were interviewed
on three measurement occasions: in 1996 (T0), in 1997 (T1) and
in 1999 (T2). A comprehensive description of the project’s
objectives, sample procedure, response, diagnostic instruments,
quality control procedures and analyses is provided in previous
publications [34, 35]. NEMESIS is based on a multi-stage, strat-
ified, random sampling procedure in which 90 Dutch munici-
palities, a sample of private households within the selected
municipalities, and members with the most recent birthday
within each household were selected. Subjects were aged between
18–64 years and sufficiently fluent in Dutch to be interviewed. A
total of 7076 individuals provided informed consent and were
interviewed at T0 (response rate = 69.7%). At T1, 5618 subjects
participated for the second time; at T2, 4848 subjects participated
for the third time.
j CIDI interviews and assessment of symptoms
Subjects were interviewed at home using the Composite Inter-
national Diagnostic Interview (CIDI), version 1.1 (computerised
version) for all three measurements [36, 37]. The CIDI generates
DSM-III-R diagnoses. It is designed for trained interviewers who
are not clinicians and has been found to have high inter-rater
reliability [38] and high test-retest reliability [39, 40]. The CIDI
psychosis section (G) consists of 17 core psychosis items on
delusions (13 items) and hallucinations (4 items): items G1-G13,
G15, G16, G20 and G21. These items concern classic psychotic
symptoms, for example persecution, thought interference, audi-
tory hallucinations and passivity phenomena. All these items can
be rated in six ways: ‘1’—no symptom; ‘2’—symptom present,
but not clinically relevant (not bothered by it and not seeking
help for it); ‘3’—symptom is the result of drug use; ‘4’—symp-
tom is the result of somatic disease; ‘5’—true psychiatric symp-
tom; ‘6’—symptom is not really a symptom because there
appears to be a plausible explanation for it. At T0, lifetime
prevalence of psychosis was assessed. At T1 and T2, new symp-
toms occurring between T0 and T1 and between T1 and T2 were
assessed.
Paranoid symptoms were narrowly defined as a CIDI rating of
five on any of the following four CIDI psychosis items: G1 ‘‘Have
you ever (since the last interview) been convinced that people
were spying on you?’’, G2 ‘‘Has there ever (since the last inter-
view) been a period in which you were convinced that you were
persecuted by people?’’, G3 ‘‘Have you ever (since the last inter-
view) been convinced that you were secretly tested on or that
experiments were carried out on you?’’, G4 ‘‘Have you ever (since
the last interview) been convinced that someone was conspiring
against you, wanted to cause you harm or poisoning you?’’.
Paranoid symptom outcome was dichotomously defined as the
presence (‘1’) or absence (‘0’) of paranoid symptom(s) at T0 and/
or T1 and/or T2.
Other positive psychotic symptoms were also narrowly defined
as a CIDI rating of 5 on any of the CIDI psychosis items, excluding
the four paranoid items. Other positive psychotic symptom out-
come was dichotomously defined as the presence (‘1’) or absence
(‘0’) of symptom(s) at T0 and/or T1 and/or T2.
j Assessment of self-esteem
At baseline, T1 and T2, subjects were asked to fill in the Rosenberg
Self-Esteem Scale (RSE) [2]. The RSE consists of 10 items rated on
a 4-point Likert scale (ranging from ‘1’ strongly agree to ‘4’
strongly disagree) and measures overt (explicit) global self-es-
teem. A high total score indicates high self-esteem. The RSE has
demonstrated acceptable consistency and test-retest reliability
[41]. The Dutch version of the RSE is considered as one of the
best measures of global self-esteem [42] and has a high internal
reliability (a = 0.87) [43]. Guided by previous research in the field
[15, 16, 18], SE instability was defined for each participant as the
standard deviation of total scores across the three self-esteem
assessments.
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j Statistical analysis
In order to examine the association between SE instability and
paranoid symptoms, a logistic regression model yielding odds ra-
tios was estimated including SE instability as the independent
variable and paranoid symptoms as the dependent variable. As
mentioned earlier, the dependent variable was dichotomously de-
fined as the presence or absence of paranoid symptom(s) at T0 and/
or T1 and/or T2 (i.e. prevalence of symptoms over the three
assessments).
The following a priori selected covariates were included in the
model: age (five 10-year age groups), sex, education (four levels),
presence of any baseline DSM-III-R psychiatric disorder, as well as
other possible confounding factors that are known to influence the
risk for psychosis: childhood trauma (0, never, once or sometimes
experience of emotional, physical, psychological or sexual abuse
before age 16 years; 1, regular, often or very often experience of
abuse), experience of discrimination (four levels), urbanicity (level
of population density of area of residence; three levels), lifetime
drug use (0, no drug use; 1, any drug use more than five times),
single marital status, employment status (unemployed vs other)
and ethnic group (white vs other). The confounding effect of
depression (standard deviation) was included in the model as self-
esteem is highly correlated with depression [1, 8, 44]. Since SE
instability may be confounded by SE level, we also included general
level of self-esteem as a covariate in the model (mean SE level
across the three measure moments).
In order to examine the specificity of the association between SE
instability and paranoid symptoms, we further examined whether
there was an association between SE instability and other positive
psychotic symptoms (excluding paranoid symptoms). The associ-
ation was assessed using logistic regression analysis and was ad-
justed for the same covariates as mentioned before. All statistical
analyses were conducted using STATA version 9.0 [45].
j Risk set
The analyses were conducted in two risk sets. All individuals with
no missing values on SE level or SE instability and paranoid
symptoms constituted the risk set (n = 4636; 46.7% male) for
examining the association between SE instability and paranoia. In a
second risk set, all individuals with paranoid symptoms were ex-
cluded (n = 4581; 46.7% male). This risk set consisted of all indi-
viduals with no missing values on SE level or SE instability and
other positive psychotic symptoms.
Results
j Sample
The mean age of both risk sets was 41.0 years
(SD = 11.8) at T0. Paranoid symptoms were present
(at least on one assessment) in fifty-one individuals
(1.1%), other positive psychotic symptoms were
present (at least on one assessment) in 113 individuals
(2.5%).
j Self-esteem, paranoia and positive psychotic
symptoms
Mean SE level in the whole sample was 32.9
(SD = 3.5). Subjects with paranoid symptoms showed
a mean SE level of 30.0 (SD = 5.3), which was sig-
nificantly lower than subjects with other positive
psychotic symptoms (excluding paranoid symptoms)
(M = 31.8, SD = 4.5) and subjects with no positive
psychotic symptoms at all (M = 33.0, SD = 3.4)
(F = 24.73, df = 2,4633, P < 0.000).
Logistic regression analyses revealed that SE
instability was significantly associated with the pres-
ence of paranoid symptoms (OR = 1.37; 95% CI 1.22–
1.54). The association remained significant after
adjustment for SE level and the remaining above
mentioned confounders (OR = 1.27; 95% CI 1.12–
1.45). A significant association was found between SE
instability and positive psychotic symptoms in gen-
eral (excluding paranoid symptoms) at T1, T2 and T3
(OR = 1.17; 95% CI 1.05–1.31). However, the associ-
ation lost significance after adjustment for SE level
and the other above mentioned confounders
(OR = 1.09; 95% CI 0.96–1.23).
Discussion
The findings indicate that SE instability is specifically
associated with paranoid symptoms and not with
positive psychotic symptoms in general. These results
are in line with previous research suggesting that self-
esteem is important in the onset and maintenance of
paranoid ideation [5, 6, 13]. The current data suggest
that, besides SE level, SE instability is also important
in relation to paranoid delusions. The unstable nature
of self-esteem may be a plausible explanation for the
inconsistent findings of the relationship between SE
level and paranoia mentioned earlier. The present
findings also show that individuals with paranoid
symptoms have a significantly lower mean SE level
than individuals with other positive psychotic symp-
toms. These results are compatible with the findings
from Kernis and Waschull [46] showing that more
unstable self-esteem is associated with a small
reduction in general level of self-esteem.
The present results provide support for a recent
psychological model of paranoia [5], which describes
the development of persecutory delusions as a dy-
namic process in which abnormal beliefs about the
self interact with an abnormal attributional style.
Patients with persecutory delusions are characterised
by an abnormal attributional style in which they make
‘external, global and stable’ attributions for negative
events (i.e. they judge the cause of those events to be
external to themselves, affecting all areas of their lives
and beyond their control) and excessively internal
attributions for positive events [5, 23–27]. The as-
sumed causes of negative events involve the deliberate
actions and intentions of other people rather than
situational factors. The avoidance of internal attri-
butions for negative events is believed to reflect at-
tempts to maintain positive beliefs about the self
despite implicit negative self-schemas. Persecutory
delusions are therefore suggested to serve a defensive
function by blaming others for negative events and
thereby avoiding the experience of low self-esteem [5,
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13, 47], although this remains controversial [6].
According to this defence account of paranoia, covert
self-esteem will be lower than overt self-esteem in
paranoid individuals.
The efforts to regulate overt self-esteem, however,
are not always self-serving. Circumstantial factors
may affect the specific attributions generated at any
point in time. For example, attributions may tempo-
rarily be more pessimistic under circumstances in
which underlying negative self-schemas are activated.
In a recent experiment, Bentall and Kaney [48] ob-
served an internalising shift for negative events in
paranoid patients following a contrived failure expe-
rience. According to the theory, one consequence of
these dysfunctional efforts are fluctuations in overt
self-esteem. The findings from the present study are
therefore consistent with the predictions made from
the attributional model.
The results of this study should be interpreted in
the light of several limitations. Firstly, self-esteem
was measured at three distant points in time. One
could argue that the dynamic nature of self-esteem
could not sufficiently be captured by three isolated
measure moments. However, if self-esteem is truly
fluctuating, this should be reflected in changes over
time (i.e. larger SD), yet more research is necessary
to capture the nature of the instability. Ideally this
research should focus on multiple assessments,
which enables us to explore the temporal relation-
ship and dynamic patterns between the concepts of
interest. Secondly, SE instability was measured by
means of the Rosenberg Self-Esteem Scale [2].
Originally, this scale was designed to assess global
trait self-esteem. However, since it is assumed that
global self-esteem might change over time and since
the current study investigated subjects at distant
points in time (one and two years apart), the
Rosenberg Self-Esteem Scale was suitable. Indeed,
changes in Rosenberg scores have been used as a
measure of SE fluctuation in previous research [15].
Thirdly, the study included individuals with pre-
valent positive psychotic symptoms on at least one
of the measure moments, because of a limited
number of individuals with prevalent symptoms at
all three measure moments together. However, we do
not think this is a significant limitation of the study,
since it is likely that underlying psychological
mechanisms responsible for paranoid symptoms are
associated with a liability to develop psychosis. Fi-
nally, the data of the current study do not allow
inferring a causal relationship between SE instability
and paranoid symptoms, but merely show an asso-
ciation. Instability in self-esteem can therefore be
conceived as an expression of psychosis liability.
j Acknowledgements This study was supported by the Dutch
Ministry of Health.
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